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The incidence of mycotic infections is on the rise. The failure of
patients and clinicians to recognize a fungal infection early may
lead to more extensive, severe, and difﬁcult-to-treat disease.
Treatment decisions must include an awareness of the etiologic
organism involved, the potential for long-term recurrence,
symptoms such as inﬂammation and itching, and the importance
of patient adherence to treatment.1
Dermatophytes are the major agents of cutaneous mycoses and
remain a general public health problem. High humidity, over-
population and poor hygiene conditions are ideal for the growth of
dermatophytes.2
Dermatophytid (‘id’) reactions are inﬂammatory reactions to
dermatophytosis at a site distant from the primary infection. The
reaction takes multiple forms and may manifest as vesicles,
papules, erysipelas-like plaques, erythema nodosum, or urticaria.3
George4 has suggested that both the predominantly chronic
nature of the infection and the adaptation of the dermatophyte to
the human skin can explain the higher predominance of
Trichophyton rubrum in India. The increased virulence in the
Indian strains of all dermatophytes has resulted from frequent
human physical contact, which leads to favorable conditions for
parasitism.
We present four cases of tinea infection with an urticarial id
eruption, which successfully resolvedwith oral antifungal therapy.
Chronic urticaria was diagnosed on the basis of the appearance of
continuous or recurrent hives with or without angioedema for
more than 6 weeks.
Case 1 was a 34-year-oldmale who presentedwith an urticarial
rash all over his body of 15-day duration. There was no history of
drug ingestion or infection in the last 2 weeks. Investigations
including complete blood counts, random blood sugar, urinalysis,
HIV antibodies, and stool examination were normal. He had been
treated at various clinics with H1-antihistamines, including
cetirizine and fexofenadine, and a short course of systemic
corticosteroids. Symptomatic relief had been inconsistent despite
combining two antihistamines. Recurrence of the urticaria was
rapidly seen after stopping antihistamines. He gave a history of
application of an over-the-counter ointment containing salicylic
acid for scaling on his feet 15 days previously. They improved, but
he started getting tiny ﬂuid ﬁlled blisters on the sides of his feet,
which were extremely itchy and sometimes painful. Examination
of the skin revealed individual non-tender lesions of urticaria
lasting for only a few hours. There was no clinical evidence of
urticarial vasculitis and no angioedema. Tiny vesicles were noted
around the insteps of his feet, a few of which had ruptured with
serous discharge. Scaling was observed on both soles and close
examination showed scaling on the right palm as well. The great
toenails showed thickening and yellowish discoloration. KOH1201-9712/$36.00 – see front matter  2010 International Society for Infectious Disea
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hyphae. Hewas treated with oral terbinaﬁne 250 mg once daily for
7 days. Cetirizine and a short course of prednisolone 20 mg daily
for 5 days were given simultaneously, considering the severity of
the urticaria. Oral ﬂuconazole was then taken once a week for 6
months at a dose of 200 mg to treat the onychomycosis. Clearance
of the infectionwas dramatic and the urticaria disappearedwith no
relapse for the next 2 months.
Case 2 was a 23-year-old female student, who presented with
acute generalized urticaria of 3-week duration. Her family
physician had treated the urticaria with dexamethasone and
chlorphenamine injections, followed by chlorphenamine orally
twice a day for 7 days. Later, a dermatologist at another centre
treated her with short course of prednisolone for 7 days, and
fexofenadine 180 mg during the day and hydroxyzine 25 mg at
night for 10 days. Urticarial rashes recurred immediately after
stopping treatment. The patient volunteered a history of a similar
episode the previous summer lasting for about 3 weeks. Detailed
examination revealed ﬂorid tinea in her groin and on the buttocks.
Her blood sugar was normal and HIV serology was negative. KOH
preparations of the scales and nail clippings were positive for
hyphae. Treatment with griseofulvin and desloratadine brought
about complete resolution within 1 week. Griseofulvin was
continued for three more weeks. There was no recurrence of her
tinea or urticaria over a 6-month follow-up.
Case 3 was a 25-year-old female patient with tinea manuum
that had remained undiagnosed for a few months. The tinea
infectionwas diagnosed only by clinical symptoms in this case.We
saw her for recurrent urticaria on the extensor aspects of her legs
and forearms of 2-month duration. The family physician had
previously treated her hand lesions with betamethasone cream.
There was a slight decrease in itching, but the lesion persisted and
increased to cover even the dorsal aspect of her forearm. She was
not much bothered about the hand lesions, but had intense itchy,
urticarial small lesions; these resolved with intramuscular
injection of pheniramine given by her family physician, but
excoriations could still be seen. She was treated for urticaria with
several treatments including pheniramine injection and tablets,
cetirizine, loratadine, and betamethasone tablets. However, the
urticarial eruptions recurred despite every treatment. Slight
oozing on her hands due to scratching precipitated her urticaria.
Complete resolution of both problems was achieved with
griseofulvin and desloratadine and topical fucidin cream, without
recurrence of tinea or urticaria.
Case 4 was a 16-year-old male patient with a history of chronic
urticaria for 3 years with exacerbations during the rainy season.
Treatment includedmany antihistamines and steroids, with only a
temporary response. In addition to large urticarial wheals, he was
found to be having many plaques of tinea in his groin, buttocks
(Figure 1), and on his face, with oozing in places. The tinea infection
was diagnosed only by clinical symptoms in this case. A completeses. Published by Elsevier Ltd. All rights reserved.
Figure 1.
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roxithromycin for a secondary infection.
All four cases showed us the importance of a detailed
examination of urticaria patients for clues as to the probable
cause. The clinician often prescribes antihistamines and steroids to
control urticaria, but fails to ﬁnd the underlying cause. Infections
are well known in the etiology of acute rather than chronic
urticaria.5,6 In one large study, Trichophyton allergy was reported
in 86 out of 89 lesions of dermatophytosis. Urticaria or angioedema
was seen in a few patients. Skin prick tests to Trichophyton were
positive in 53 (59.6%) of the patients and intradermal testing in all.
Speciﬁc IgE was found in 45 (69.3%) out of 70 patients. Antifungal
treatment was effective at mean term in 18 cases. Trichophyton
dermatophytosis should be looked for in all cases of urticaria/
angioedema andmost cases of respiratory allergy without obvious
allergy to inhalants.7
One case report describes generalized urticaria associated with
dermatophytosis. Skin prick tests with a battery of common
inhalant allergens and foods were negative. A culture of scrapings
from lesions was performed and Epidermophyton ﬂoccosum
colonies were identiﬁed. Treatment with antihistamines and
clotrimazole cleared the urticaria.8
We have reported two patients with chronic urticaria
associated with recurrent genital herpes simplex infection and
success of antiviral therapy in clearing the urticaria.9
All of our cases had a typical history of chronic idiopathic
urticaria, whose causewas possibly tinea infection, as suggested bythe disappearance of the urticaria with resolution of the tinea
following antifungal therapy. We could not ﬁnd many reports or
large studies on the etiological role of tinea infection in urticaria in
the English language indexed literature in PubMed. India is a
countrywhere a hot and humid climate is present formore than 10
months of the year, thus providing a favorable environment for the
growth of dermatophytes in the groin and on the feet. We thus
recommend taking a good history and performing detailed clinical
examination and laboratory evaluation in stubborn cases of
urticaria. This might help clinicians in certain cases, as it did in
our patients. More detailed studies with large groups should be
performed to explain the triggering role of tinea infections in
chronic urticaria.
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